ven with current guidelines, treatment algorithms, and recommendations available regarding diabetes management (1, 2) , providers struggle with adding therapies to manage postprandial hyperglycemia after basal insulin therapy in combination with oral antidiabetic medications (OADs) has failed to control a patient's hyperglycemia. Historically, after titration of basal insulin to achieve morning glucose control, adding a bolus, or prandial, rapid-acting insulin analog has been recommended either in a stepwise approach or as a full basal-bolus insulin regimen (3) (4) (5) . However, recent research has shown that adding a GLP-1 receptor agonist to basal insulin may be as effective as adding prandial insulin therapy (6) (7) (8) . These results have given providers and patients a potentially easier option when glycemic control is not achieved with basal insulin in combination with OADs. This article summarizes three recent articles demonstrating the glycemic control efficacy and other benefits of adding a GLP-1 receptor agonist to basal insulin and describes a strategy to implement this therapy in busy primary care settings. Article A reported on a randomized, open-label, active-controlled trial testing once-weekly albiglutide versus thrice-daily prandial insulin lispro as an add-on to titrated insulin glargine. The primary endpoint of the study was A1C change from baseline to 26 weeks. Albiglutide was found to be noninferior based on predefined endpoints but numerically superior to lispro as part of a basal-bolus insulin regimen, with A1C reductions of 0.82 and 0.66%, respectively. The albiglutide treatment group had a mean weight loss of 0.73 kg with no severe hypoglycemia and 15.8% rate of documented hypoglycemia. The lispro group had a mean 0.81 kg weight gain, two episodes of severe hypoglycemia, and a 29.9% rate of documented hypoglycemia. However, gastroin- 
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Reviewed by Andrew S. Rhinehart testinal side effects such as nausea, vomiting, and diarrhea were more common in the albiglutide group.
In article B, the authors reviewed studies comparing GLP-1 receptor agonist and basal insulin combination therapy to other antidiabetic therapy regimens. The main endpoints evaluated were glycemic control, hypoglycemia, and changes in weight. In all three endpoints, GLP-1 receptor agonist therapy was found to be superior to the other therapies studied, demonstrating robust glycemic control with no increases in the rate of hypoglycemia or weight gain. However, GLP-1 receptor agonist therapy was again associated with more gastrointestinal side effects than prandial insulin therapy.
Article C reported on a 30-week, open-label, multicenter, randomized, noninferiority trial comparing exenatide to thrice-daily lispro added to a background of glargine and metformin. The primary endpoint was A1C change from baseline to 30 weeks. Exenatide was found to be noninferior to lispro based on predefined endpoints as part of a basal-bolus insulin regimen. A1C reductions were 1.13% with exenatide and 1.10% with lispro. The exenatide treatment group had a mean weight loss of 2.5 kg, two episodes of severe hypoglycemia, and a 30% incidence of minor hypoglycemia, whereas the lispro group had a mean weight gain of 2.1 kg, seven episodes of severe hypoglycemia, and a 41% incidence of minor hypoglycemia. Gastrointestinal side effects were more common in the exenatide group.
Commentary
These three articles help to reinforce the potential benefits of GLP-1 receptor agonist therapy (6 r h i n e h a r t 8. Arrange a follow-up visit in ~1 month to evaluate treatment efficacy and assess the patient for possible side effects.
Following these steps should allow primary care providers to help appropriate patients achieve improved glycemic control, weight loss, and a reduced risk of hypoglycemiathe trifecta of successful diabetes management.
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